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“A Conspiracy of Silence” vilifies religious institutions for their perceived silence during
the HIV/AIDS pandemic (Ngoma-Simengwa 2010). There have been few studies to
determine whether clergy are silent about HIV/AIDS. This article reviews the 2011
Zambian Religious Leader’s Survey, which surveyed 336 clergy from two denominations
in Zambia: Christians and Muslims. Twelve questions were used to identify the frequency
of preaching on HIV/AIDS related topics. A factor analysis was used to select factors that
were commonly addressed by Christian and Muslim clergy in their preaching, and each
factor had several variables as topics of preaching. The t-test was used to determine if
preaching on variable topics differed between the two religious groups. The study has
helped to create a baseline database on HIV/AIDS church leadership in major
denominations and determines that the conspiracy of silence is a myth. Clergy from two
dominant religious groups do preach on difficult cultural issues to encourage a healthy
lifestyle and are less likely to discuss cures resulting from joining the church or mosque.

T

he phrase “conspiracy of silence” is used in Zambia to vilify religious institutions for
their perceived silence during the HIV/AIDS pandemic (Ngoma-Simengwa 2010). This
condemnation results from views that religious leaders and organizations contributed to the
spread of HIV/AIDS because of their silence. This manuscript uses the 2011 Zambian
Religious Leader’s Survey (2011), compiled by the first author, who surveyed clergy of
major denominations in Zambia, Christians and Muslims. Our research established a
database of religious activity concerning HIV/AIDS and tested the veracity of the
conspiracy of silence theory.
The research was conceived through another study conducted by the first author in
which 102 men were interviewed from a population of 418 Zambian respondents with
HIV/AIDS. Almost 80 percent of these men reported that they contracted HIV/AIDS
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through multiple sexual partners. They also frequently attended a church or mosque (2010).
Little research has been conducted to determine what is preached in churches or mosques
about HIV/AIDS and personal behavior in Zambia. This research addresses this
shortcoming.
The study has two purposes: First, to determine if Christian and Muslim clergy are
preaching about HIV/AIDS, and second, to determine if there are statistically significant
differences in the frequency of preaching on a particular topic by type of religion.
Statistically significant differences may explain that the frequency of preaching on the topic
was influenced by theology. If no statistical difference is found, an alternative explanation
could be that clergy are more influenced by Zambian culture than by religious
denomination.
Preachers may engage in different types of programs that educate congregations
about HIV/AIDS. This article focuses solely on preaching because all members who attend
services are exposed to the teaching. With other kinds of church programs, members can
choose to forgo the classes. This manuscript presents background on Zambian culture and a
literature review, discusses the methodology, presents descriptions of the research findings,
and describes limitations of the research. Lastly, it makes recommendations for change.
Background: The United States President’s Plan for HIV/AIDS Relief
Much of African society revolves around religious and cultural issues, both of which impact
the moral fabric of society and influence the spread of HIV/AIDS (Trinitapoli 2009, 2011).
The U.S. President’s Plan for HIV/AIDS Relief (PEPFAR) uses faith-based organizations
(FBOs) to administer delivery of medical and educational services, which demonstrates the
importance of FBOs in the fight against HIV (Churches Health Association of Zambia n.d.,
Patterson 2009, World Health Organization 2007).
The PEPFAR program uses numerous FBOs to deliver its two major initiatives,
medical treatment for people with HIV/AIDS and education programs to prevent the spread
of HIV/AIDS. The PEPFAR treatment program has been successful in preventing death,
restoring health, and improving the quality-of-life for AIDS patients (U. S. President’s
Emergency Plan 2012).
The main education initiative employs interventions for youth including abstinence,
“delay of sexual debut; mutual faithfulness and partner reduction for sexually active adults;
and correct and consistent use of condoms by those whose behavior places them at risk for
transmitting or becoming infected with HIV” (The United States President’s Emergency
Plan 2011,1). This ABC approach (A for abstinence, B for being mutually faithful, and C for
regular, correct, and consistent condom use) has failed to curb the transmission of HIV or
deliver programs to high risk groups to change behavior (Dhingra 2007). Only 38% of
Zambian women aged 15-24 have a comprehensive knowledge of HIV (UNICEF, 2011, 1).
New infections may be declining across Zambia, but 185 new cases are diagnosed
each day in Lusaka, the capital city (Shabongo 2013); thus, education programs need to
continue. Part of the ABC’s lack of success may be due to the dearth of health care
providers available to conduct educational programs (Connell, Zurn, Stilwell, Awases, and
Braichet 2007). Most of the health care workers have no time to conduct needed
educational programs. New ideas must be found to expand educational resources. Connell
et al. (2007) suggest that preachers of all denominations could expand from preaching about
HIV/AIDS by incorporating educational programs in their churches and communities. The
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research presented here suggests that clergy can and do act as health educators in their
communities simply by preaching about HIV/AIDS in their sermons. But preaching is just
the beginning. With proper training, preachers and other lay leaders could be developed into
effective health educators in their congregations and communities.
Because of the sensitive nature of the discussion, the PEPFAR ABC program’s
success needs promotion by respected voices in the community. As this research shows,
Zambian clergy already are serving as health educators because they preach on a variety of
related topics.
Literature Review: The Zambian Response–Silence or Exposure?
In 2005, Rev. Dr. D. T. Banda, lecturer at the Justo Mwale Theological University College
in Lusaka, Zambia, explained that, historically, sexual matters were not discussed in general
society or in family conversations (personal communication, June 5, 2005). Thus, he as a
pastor and others in his denomination were reluctant to preach about anything related to
sexual behavior such as HIV/AIDS. Since 2005, pastoral changes in preaching have
emerged. Ngoma-Simengwa (2010) reports that clergy changed their attitudes and broken
the church’s silence on HIV/AIDS upon their realization that their congregations were
heavily impacted by the disease. Similar changes occurred in Nigeria (Ucheaga 2010).
Few studies examine the role of preaching in combating HIV/AIDS in Africa.
Trinitapoli’s (2006, 2009 and 2011) studies are more comparable to the research reported
here. She researched religious responses about HIV/AIDS through texts of sermons in
Malawi. Malawi and Zambia share a border with common peoples, cultures, clans and
traditions. Trinitapoli reported that “religious leaders often discuss AIDS in their weekly
services (2006, 266).” Her findings may show more willingness by Malawians to preach
about HIV/AIDS that Zambians. However, this willingness probably reflects a change in
philosophy to address the pandemic which is now found in Zambia. Perhaps many African
clergy were reluctant to preach about HIV/AIDS but had to change to address the pandemic
surrounding their congregations.
Christians and Muslims
Two religions are evident in Zambia, Christians and Muslims. The mainline Christian
denominations were established in the late 1800s. Presbyterians from Scotland founded the
Central Church of Africa Presbyterian (CCAP) and the Reformed Church of South Africa
established the Reformed Church in Zambia (RCZ). More charismatic churches, like
Pentecostal/ Assembly of God, developed from a personal ministry led by missionaries and
indigenous religious leaders. Pastors from both Christian and Muslim faiths were surveyed
for this research.
Islam is a more recent entrant into Zambia than Christianity. Arabs may have made
contact from time to time, but most recently missionaries from India entered Zambia during
the 1970s and made inroads of growth in recent years (Phiri, 2008a; Phiri 2008b).
According to Aadam Judas Phiri, HIV/AIDS Director for the Islamic Council of Zambia,
there are currently over 200 Imams of various levels in Zambia (personal communication,
January 26, 2014).
There are commonalities between the two religions that impact this research. The
Koran, like the Bible, is clear about sexual behavior. Both books emphasize abstinence
before marriage and fidelity after marriage, although Muslims may have four wives.
Because of these shared beliefs, it is useful to compare the approaches to HIV/AIDS.
Islamic programs now dispel the early notion that “a true Muslim cannot have HIV, or
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cannot be HIV positive (Goldman 2008, 1).” Today Zambian Islamic leaders meld the
Koran’s teachings with scientific teachings. There are numerous men’s and women’s
groups that teach HIV/AIDS prevention (Goldman 2008). Estimates show that Christians
make up 98 percent of the Zambian population while Muslims make up 2 percent (Tolerance
and Tension 2010). But there are no published articles to show that Imams are preaching
about HIV/AIDS or behavior change. Table 1 shows the distribution of the preachers
between the two religions, Christian and Muslim, used for this study.
Table 1. Distribution of Respondents by Denomination Type.
Denomination Type
Number of
Percentage of Data
Clergy
Christian
300
89.8%
Muslim
34
10.1
TOTAL
336
100.0
Source of Raw Data: The 2011 Zambian Religious Leader’s Survey.
The Impact of Religion on Personal Behavior
Religious leaders are highly esteemed members of their communities, and they often have
great influence over their church members (Patterson 2009; Trinitapoli 2009, 2011). Since
religious communities are the most common form of structured organization in Africa, the
role of the religious leaders could be important in the dissemination of accurate information
regarding HIV/AIDS (Pfeiffer 200; Trinitapoli 2009, 2011). Churches often have services
that focus on the topic of HIV/AIDS, have support programs for people with HIV/AIDS, or
caregiver programs to support families dealing with HIV/AIDS. However, preaching is the
most basic form of education provided by all Christian and Muslim communities and is the
way to communicate to the most people of all ages. Attending services with preached
sermons are the most frequent form of religious participation where religious leaders have a
captive audience to hear the message (Trinitapoli 2006). Over 75% of Zambians consider
themselves either Christian or Muslim and attend services regularly, so sermons can reach a
large number of people.
The Religious Response to HIV/AIDS: An Emerging Literature Base
There are a small but robust number of peer-reviewed articles bridging religion and
reproductive health in Africa. The meta-analysis of articles linking religious responses to
sexual health by Gaydos, Smith, Hogue and Blevins (2010) found only 52 articles relating to
Africa. The authors call religion and reproductive health an “emerging” field, which is ripe
for inquiry.
Several published manuscripts which will be discussed in the next section describe
the role of church or mosque leaders in educating about HIV/AIDS in Sub-Saharan African
communities in Burkina Faso, Malawi, Mozambique, Nigeria, the Republic of South Africa,
Senegal, Uganda, and Zimbabwe. While the studies may not be generalizable to other
countries like Zambia, they give a representation for the research inquiry related to religion
and HIV/AIDS.
Studies of Church Organizations and Their Response to the HIV/AIDS Pandemic
The following articles show different forms of research designed for one commonality, to
determine whether churches or church leaders can influence the HIV/AIDS pandemic. In
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general they are country or religion specific and cannot be generalized to other settings.
Mozambique: Agedjanian and Menjivar (2008, 301) studied “how informal
communication is used to reconcile the often conflicting secular and church messages”
about HIV/AIDS in Mozambique by surveying members of different rural and urban
Christian congregations. They found that members in urban, mainline denominations were
more likely to engage in HIV/AIDS related conversations than church members in rural
areas, particularly as they related to the discordance of church messages of chastity before
marriage and marital faithfulness and the secular message of condom usage.
South Africa: Because churches had attracted controversy over how they have
dealt with HIV/AIDS, Krakauer and Newbery (2007) studied what churches were doing on
the grass-roots level to mitigate the effects of HIV/AIDS in their communities. The study,
conducted in rural and urban areas outside of Durban, South Africa, examined three
churches, Shembe, Zionist, and Roman Catholic, by interviewing church leaders and
members about the types of HIV/AIDS education programs offered. The study reported that
there was widespread awareness about HIV/AIDS. While the community and members
used their churches as health resources, none of the churches studied offered AIDS
programs. Krakauer and Newbery (2007, 34) conclude that “the Shemba and Zionist
churches have scarcely responded to AIDS at all. The Shemba Church insisted that AIDS
did not affect its members. Zionist ministers generally denounced the disease and those that
have it.” The Catholic Church studied has a much lower membership than the others, so did
not have the capabilities of starting effective HIV/AIDS health programs.
Uganda: Green, Halperin, Nantulya and Hogle (2006, 335) discussed the
successful sexual behavior changes in Uganda by studying education programs in faithbased organizations (FBOs). The authors concluded that “behavior change programs,
particularly involving extensive promotion of ‘zero-grazing’ (faithfulness and partner
reduction), largely developed by the Ugandan government and local NGOs (including faithbased, women’s, people-living-with-AIDS, and other community-based groups) contributed
to the early declines in casual/multiple sexual partnerships and HIV incidence and, along
with other factors including condom use, to the subsequent sharp decline in HIV
prevalence.”
Nigeria:
Ucheaga and Hartwig (2010,611) examined HIV/AIDS religious
communication by reviewing the formal policies of Christian and Muslim denominations
and interviewed 48 Christian and Muslim leaders in Nigeria focusing on the denomination’s
response to HIV/AIDS. Ucheaga and Hartwig (2010, 611) found that the study highlighted
“differences in messages between mainstream and Pentecostal Christians and Muslims.
Although all groups stated a core message of abstinence outside marriage, Pentecostal
churches tended to have more messages of punishment and condemnation for people
infected with HIV/AIDS.”
Senegal: Gilbert (2008) focused on Islam and health. She surveyed students in
Senegal and found that students with high levels of religiosity practiced less risky behavior
that might prevent HIV/AIDS, but religiosity was more linked to personal attitudes rather
than formal attendance at mosque services.
All of these studies show that most of the time, church or mosque organizations
have an influence among their members regarding sexual behavior. The following studies
took the next step by surveying or interviewing leaders regarding their church activities or
preaching about HIV/AIDS. Few studies actually surveyed or interviewed religious leaders.
Marshall and Taylor (2006) and Trinitapoli (2006, 2009 and 2011) are the exceptions.
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Studies that Survey Religious Leaders about Congregational Action about HIV/AIDS
Burkina Faso, South Africa, Zimbabwe: Marshall and Taylor (2006, 365) “interviewed key
staff members in organizations working within the church” including pastors and church
members in Burkina Faso, South Africa, and Zimbabwe. Their findings suggest that
“gender is one of the keys to the response to AIDS in Africa, because it is often the
imbalance in power relations between men and women that drives the spread of HIV
through heterosexual relationships” (Marshall and Taylor 2006, 365-366). They also
reported that most respondents believed that it was inappropriate for pastors to speak about
sex.
Malawi: Trinitapoli’s (2006, 2009, 2011) studies show an extensive pattern of
research in Malawi. Her 2006 article studies three themes, exploring the extent that
religious leaders discussed HIV/AIDS in their churches and mosques, examining the
organizational structures within churches and mosques that curb risky behavior, and
documenting the types of program churches used to manage the AIDS crisis. Her findings
show that religious leaders discussed AIDS often in sermons but were more likely to focus
on abstinence and fidelity. It was unclear whether individuals changed their behavior
because of sermons. References to HIV/AIDS in sermons were analyzed.
Trinitapoli continued her research in Malawi (2009), which studied how religious
organizations impacted the sexual behavior of members and determined if their members are
more likely to adhere to the ABCs of HIV/AIDS prevention that members of other types or
organizations present to their congregations. She found that congregations were “led by
clergy who 1) frequently deliver formal messages about HIV, 2) monitor the sexual behavior
of members, and 3) privately encourage condom use report greater adherence to the ABCs
of HIV prevention” (Trinitapoli 2009,199).
This finding suggests that religious
congregations are relevant in shaping the sexual behavior of their members.
Trinitapoli’s (2011) study is a continuation of her Malawi work. She interviewed
187 religious leaders (priest, pastor, or sheik) on their HIV/AIDS preaching topics because
preaching is the most common way that religious leaders discuss HIV. Preachers reported
that 72 % preached on HIV/AIDS or morality topics once a week. This article was the most
useful for the study presented in this manuscript. Many of the questions used by Trinitapoli
(2011) regarding preaching about HIV/AIDS, preaching about sexual morality, promoting
condom use, and promoting testing for HIV were incorporated into the surveys used in our
research.
The Impact of Culture on Personal Behavior
HIV/AIDS permeates the social, religious, political, and economic fabric of Zambian
society. As noted in a USAID report,
In Zambia, high prevalence rates [of HIV/AIDS] are fueled by early initiation of
sex, unprotected sex with non-regular partners, concurrent sexual partnerships, low
incidence of condom use among high risk groups and individuals, sexual violence
against women, and poverty that forces women and girls to sell sex for food, good
grades, small gifts, or money. The most at risk individual in Zambia, however, is
the seronegative partner in a discordant couple. (USAID 2011, 1)
Others (2010; USAID 2011) found that 80% of the Zambian women surveyed reported they
were infected with HIV/AIDS by their husbands. Monogamous relationships are more often
given lip service instead of practiced.
According to Zambia’s Ministry of Health (2008), the HIV/AIDS infection rate
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was 20.0% in 2000. But Zambia’s HIV infection rate dropped to 14.3% by 2008 (Central
Statistical Office 2009). Because of the high persistent infection rate, HIV/AIDS dominates
the discussion in the health and educational sectors. It is reported that men are more likely
than women to transmit the disease and are thus considered to be the origin of HIV
transmissions (Brown, Sorrell and Raffaelli 2005; Ministry of Health 2008). Zambia’s
society is dominated by male sexuality. Men are encouraged to have multiple concurrent
sexual partners (MCSPs) because this behavior increases their standing among their peers;
having only one partner suggests poverty, low status, and impaired manhood (Brown et al.
2005; Nshindano and Maharaj 2008). This notion is embedded; male virility is measured by
having multiple wives or girlfriends, engaging in unprotected sex, and having many children
(Ministry of Health 2008).
Ndubani, Bond, Liljeström, and Höjer (2003) explored the sexual behavior of 433
men, aged 16 to 25, in Chiawa, Zambia. These authors note that children were seen as
symbols of prosperity in the clan, symbols of “real manhood” in the community. The men
received respect for producing large families, which are considered to be security for their
old age. These factors overrode any worries of HIV exposure in their relationships. The
authors concluded that “early sexual initiation and multiple premarital partners may
establish a pattern of sexual conduct that persists into later life” (Ndubani et al. 2003, 294).
Zambia’s Demographic and Health Study (Central Statistical Office 2009) showed that the
more sexual partners one had, the greater the likelihood of HIV/AIDS infection. The study
also showed that the pattern of multiple sexual partners is not limited to men, Women also
may have MCSPs. Money and gifts from multiple boyfriends can help lift women out of
poverty and provide school fees for young women, thus, the reasons for women to collect
multiple partners (Nshindano and Pranitha 2008).
Married and unmarried Zambian men often have MCSPs. This practice of
engaging in long-term overlapping partnerships is common in southern Africa as shown in
Lesoto (Halprin and Mah 2008), Malawi and Uganda (Bardan-o’Fallon et al. 2004), and
Zambia (Do and Meekers 2009). The sexual behavior of some Zambian political leaders
may be part of the problem. Dr. Kenneth Kaunda, first president of the Republic of Zambia,
appealed to political leaders to “lead by example by not having multiple concurrent partners
as their behavior may influence the youth. They need to … change from harmful social
norms … that facilitate the spread of HIV” (Mbulo 2010, 5). Changing this behavior lies at
the crux of managing the pandemic.
Methodology
This research investigated religious leadership and pastoral care through preaching topics
related to HIV/AIDS. The following section explains the survey format and data collection.
Survey Design
For the research, surveys were conducted with ordained pastors, Imams, and preaching
leaders. Because both religions lack enough clergy to fill the pulpits of churches or
mosques, both the Christian and Muslim faiths also rely on non-ordained leaders for
preaching on Fridays or Sundays. In the survey, 12 questions related to preaching on
HIV/AIDS were posed to the respondents. Each question had five possible answers in a
Likert-style format. It took approximately 45 minutes to complete the survey. The surveys
were blind; respondents’ names were not linked to the surveys.
Prior to administration of the survey, the research project was approved by The
Institutional Review Board of Sam Houston State University and The Ethics Board of The
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University of Zambia. The General Secretaries for both Central Church Africa Presbyterian
(CCAP) and Reformed Church of Zambia (RCZ) granted permission to field the survey at
their synod meetings in August, 2010. Each denomination reported that about 92 % of their
pastors attended the CCAP and RCZ synod meetings (personal communication, Rev. D. T.
Banda, April 9, 2013). The CCAP meeting was held in Lusaka, the RCZ meeting in Katate.
The Islamic Council of Zambia gave permission to field the survey and invited Muslim
leaders to be surveyed at two focus group meetings in Lusaka and Ndola in 2011.
A sample of convenience was used in administration of the survey; all persons
attending the meetings were surveyed. The surveys for the Muslim clergy were also
samples of convenience. Charismatic leaders were surveyed one-on-one because those
denominations do not have synod or clergy meetings. All respondents provided a written
signature for Informed Consent. Once the signatures were obtained, an Information Sheet
was distributed to all respondents.
The survey response rate was 100 % for clergy attending the synod meetings, but
some surveys had missing answers to some of the questions since participation in the survey
was voluntary. Only 4 surveys missed too many questions to be usable. Most of the
questions were answered by the Muslim leaders. The high response rate can be partly
attributed to the small gifts that were offered to some of the respondents. For example, only
respondents from the Reformed Church of Zambia and the Muslim clergy were offered
incentives. The Principal Investigator entered all data in Microsoft Excel and imported the
file into the IBM SPSS Statistics ver. 20.0.
Data Collection
In the study, the main analysis is based on 12 preaching topics which were asked in survey
question 2, sub-questions a-s (Trinitapoli 2006). Question 2 asks, “In the past 12 months,
how often have you preached on the following topics?” Each question had five possible
answers in a Likert-style format including “once a week,” “once a month,” “once a quarter,”
“rarely,” or “I have never preached on this topic.” The small number of responses in each
answer option prompted its recoding into a single distinct category in the study. For
example, the “once a week,” “once a month,” and “once a quarter” were recoded into
“frequently,” while “rarely” and “never” responses were recoded into “rarely.”
Statistical Methods Used In the Study
Three types of statistical methods were used to test the hypotheses in our research. The
statistical methods ranged from simple descriptive measures to factor analysis and t-tests.
The choice of descriptive measures rested on the fact that it helped to provide some basic
information on each variable. The reliance was mainly on frequencies of preaching for each
topic by denomination and was later used to augment the t-test analysis.
The statistical procedure of factor analysis was used in the study because of its
utility as a data reduction tool. It has the ability to remove redundancy from a set of
correlated variables and derive only those variables that can be grouped into independent
factors. Hence, this method has become a common choice among scholars in the study of
the influence of religions on human behavior (Underwood and Teresi 2002; Pargement,
Konig and Perez 2000). In our study, the method has helped to reduce the 12 preaching
topics into 4 principal components with 12 statistically significant components.
The selection of t-tests in the analysis of data in the study can be justified on the
grounds that it makes comparison possible between two groups using mean differences. The
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t-test has been used to compare all 12 significant preaching topics to determine if there were
statistically significant differences in the frequency of preaching on the topic, p < .05. The ttests determined whether there were statistically significant variations in the frequency of
preaching which could be attributed to religious or theological variations. Otherwise, if
there was no difference between the groups, the assumption was that Zambian culture was
more definitive than theology in determining the frequency of preaching on the topic.
Data Reduction Using Factor Analysis
A factor analysis with a varimax rotation helped to reduce the 12 preaching topics to four
principal components with 12 variables. Variables for each principal component were
selected from the rotated component matrix with values ≤ .500. The derived Kaiser-MeyerOiken value of .778, which is a coefficient that is considered “middling,” shows that the data
were adequate for a factor analysis (George and Mallory 2010). Table 2 shows the Principal
Components and their eigenvalues; the four principal components are listed in order of
importance by their eigenvalue.
a. Principal Component 1 shows that 20.5 % of the variance in preaching is related to
the frequency of preaching about a healthy lifestyle.
b. Principal Component 2 shows that 12.5% of the variance in preaching is related to
the frequency of preaching about HIV/AIDS misinformation.
c. Principal Component 3 shows that 10.0% variance in preaching is related to the
frequency of preaching encouraging marital fidelity.
d. Principal Component 4 shows that 9.3% variance in preaching is related to the
frequency of preaching to encourage condom use.
Overall, 53.3% of variance in preaching can be explained by the four components in the
model.
Table 2. Principal Components Identified by Factor Analysis Including Eigenvalues
Principal
%
of Cumulative
Preaching Topics
Eigenvalue
Component
Variance
%
Frequency
preaching
1
2.667
20.513%
20.513%
about healthy lifestyles
Frequency
preaching
2
about
HIV/AIDS 1.624
12.495
33.008
misinformation
Frequency
preaching
3
encouraging
marital 1.301
10.006
43.014
fidelity
Frequency Preaching to
4
1.207
9.287
52.301
encourage condom use
Source of Raw Data: The 2011 Zambian Religious Leader’s Survey.

Composition of Principal Components and Justification for Choice of Preaching
Topics
This section gives the background for using each question. All 12 sub-questions loaded on
one of the four components.
Principal Component 1: Sermon Topics Related to Preaching Encouraging a Healthy
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Lifestyle
Principal Component 1 uses 7 of the 12 sub-questions in question 2, questions 2e, 2g, 2i, 2h,
2j, 2k, and 2o. Question 2e asks: “In the past 12 months, how often have you preached to
encourage monogamy?” According to Isaak (2006), the issue is not polygamy itself, but the
need for sexual faithfulness to be practiced by all partners in the marriage.
Question 2g asks: “In the past 12 months, how often have you preached to
encourage HIV testing?” There is some resistance to voluntary counseling and testing
(VCT) for HIV/AIDS because people fear stigma by their communities, churches, and
families. There is some justification for these concerns, but there is much variability to
stigma that depends on the community, church congregation, or family (Trinitapoli 2006).
Question 2h asks: “In the past 12 months, how often have you preached to
discourage violence against women?” Gender inequality is one of the cultural problems in
some African communities which include polygamy, wife battering or mutilation, and child
marriages. These issues put destructive traditional, cultural, and social demands on women
(Oloo 2008).
Question 2i asks: “In the past 12 months, how often have you preached to
discourage child marriages?” Child marriages, often arranged by parents for a bride price,
are practiced by several tribes in Zambia, particularly in rural areas. Some girls as young as
12 or 13 are forced to end their schooling and marry. Many marry older men who may
already have HIV, and therefore these young girls are often exposed to HIV at an early age
(Mulenga 2010).
Question 2j asks: “In the past 12 months, how often have you preached to discourage
discrimination (stigma) against people with HIV/AIDS?” Stigma is a discrimination
against people with HIV/AIDS. Many people would rather die from HIV/AIDS than have
people in the community know they are HIV positive and judge their behavior. “Children
and disempowered widows are disposed and are thrown out of their homes and
communities” Oloo (2008, 71).
Question 2k asks: “In the past 12 months, how often have you preached to equate
adultery with murder, i.e., infecting an innocent spouse or partner with HIV/AIDS?”
Trinitapoli (2006: 261) found this extreme view often preached in Malawi; “the sin of
adultery was equated with murder, arguing that–in the era of AIDS–the consequences of
these two sins are the same.” For Isaak (2006), using a condom might be the best way to
obey “thou shalt not kill,” particularly when one partner is seronegative.
Question 2o asks: “In the past 12 months, how often have you preached to
encourage HIV prevention?” The most common cause of HIV infection is promiscuity;
thus, behavior change is the best way to protect people from HIV/AIDS. Preaching on this
topic suggests that discussing prevention and changing behavior might be gaining more
cultural acceptance.
Principal Component 2: Sermon Topics Related to Preaching About HIV/AIDS
Misinformation
Two questions are related to preaching about HIV/AIDS misinformation, Q2n, and Q2p.
Question 2n asks: “In the past 12 months, how often have you preached that membership in
your church can heal HIV/AIDS?” Anecdotal reports suggest that some church leaders
preach that membership in their church will cure a person of HIV/AIDS (Kalaluka 2010.)
Question 2p asks: “In the past 12 months, how often have you encouraged members
to stop taking ARVS and rely on faith in God for healing?” Anti-Retroviral treatments
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(ARVS) are the drug therapies used by physicians to treat people with HIV/AIDS.
Anecdotal evidence suggests that some church leaders encourage people with HIV to stop
taking their ARVS because prayer or membership in the church will cure HIV. According
to a Ministry of Health Care Programme Officer, Veronica Muntanga, one of the challenges
is convincing patients to remain on their treatment. Patients often relapse after stopping
their ARVs (Kalaluka 2010).
Principal Component 3: Sermon Topics Related to Preaching Encouraging Marital
Fidelity
Two questions are related to Principal Component three, Q2b and Q2f. Question 2b asks:
“In the past 12 months, how often have you preached to encourage sexual fidelity to spouse
or partner?” Sexual fidelity assures a man that his wife will only bear his children, and the
wife can be sure no children will be born out of wedlock to her husband by another woman.
Question 2f asks, “In the past 12 months, how often have you preached to encourage
polygamy as a replacement for relationships outside of marriage?” Some believe that
polygamy can provide protection against HIV/AIDS because “polygamous men are less
likely to seek sexual partners outside of their family” (Trinitapoli 2006, 261). All partners
should be faithful.
Principal Component 4: Sermon Topics Related to Preaching about Condom Use
Only one question relates to this topic. Question 2d asks, “In the past 12 months, how often
have you preached to encourage condom use? Zambians are reluctant to preach about
condom use because even though it reduces the risk of pregnancy, it is seen as an intrusion
into personal marital matters. Table 3 shows differences in the frequency of preaching on
the topics that loaded on the four principal components. The F values and significance
levels are also shown.
Selecting Statistically Significant Variables Using t-Tests
As previously described, the t-test was used to compare the differences in preaching topics
among the two different religious groups, Christians and Muslims. The t-test method for
two independent samples was chosen because the data were derived from two different
samples (Gravetter and Wallnau 2007). These two independent samples were drawn from
the populations of Christian and Muslim clergy in Zambia. The Christian preachers (n =
300) were from several Charismatic and Missional denominations. The Muslim preachers
(n = 34) were from a single denomination. The t-test helped to determine the presence of
statistically significant differences, if any, between the two religious groups on the
preaching of topics related to healthy lifestyle, misinformation on HIV/AIDS healing,
fidelity among sexual partners, and condom use. The preaching topics tested correspond to
the principal components derived from the factor analysis.
Results for Preaching about Healthy Lifestyles
For healthy lifestyles, t-tests were used to calculate the mean differences, if any, in the
frequency on preaching by Christians and Muslim on the topics of monogamy, voluntary
counseling and testing (VCT), violence against women, child marriage, attachment of
stigma to HIV/AIDS infection, equating HIV infection with murder, and HIV prevention.
From the t values on these variables, it is evident that there exist statistically significant
differences between the two religious groups in the frequency of preaching on VCT (85.1%
for Christians, 70.6% for Muslims), violence against women (85.0% for Christians, 76.5%
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for Muslins), elimination of child marriages (84.7% for Christians, 73.5% for Muslims),
reducing stigma attached to HIV/AIDS (92.0% for Christians, 64.7% for Muslims), and in
HIV/AIDS prevention (92.1% for Christians, 67.6% for Muslims (Table 4). Two variables
did not show statistical significance– preaching to encourage monogamy, and preaching
which equates HIV transmission with murder.
Table 3. Results of t-Test Analysis for Christian and Muslim Preachers on Variables
Measuring the Means of the Frequency of Preaching on HIV/AIDS Related Topics,
Difference of Means F Scores, and Significance Levels
Sermon Topics
Freq Rarely Freq Rarely FSig.
values
level
1 Frequency
Preaching
About a Healthy Lifestyle
2e. Encourage monogamy
80.2 19.8
21.2 78.8
.144
.705
2g. Encourage VCT
85.1 14.9
70.6 29.4
13.175 .000
2i. Encourage elimination 84.7 15.3
73.5 26.5
8.511
.004
of child marriages
2h. Encourage eliminating 85.0 15.0
76.5 23.5
5.453
.020
violence against women
2j. Encourage reduction of 82.0 14.0
64.7 35.3
22.465 .000
HIV/AIDS stigma
2k.
Equate
HIV 57.7 42.3
61.8 38.2
1.109
.293
transmission to murder
2o.
Encourage
HIV 92.1 7.9
67.6 32.4
52.909 .000
Prevention
2 Frequency
Preaching
about
HIV/AIDS
Misinformation
2n. Suggest that church or 25.7 74.3
5.9
94.1
48.838 .000
mosque membership can
cure HIV/AIDS
2p. Encourage members to 12.2 87.8
17.6 82.4
2.892
.090
stop ARVS and let God
heal them
3 Preaching Encouraging
Marital Fidelity
2b.
Encourage marital 75.7 24.3
82.4 17.6
3.587
.059
fidelity
2f. Encourage polygamy as 16.5 83.5
51.5 48.5
26.464 .000
a replacement of MCSPs
4 Preaching Encouraging
Condom Use
2d. Encourage condom use 42.4 57.6
9.4
90.6
265.26 .000
2
Source of Raw Data: The 2011 Zambian Religious Leader’s Survey.
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In calculation of the t-test values, since the means in frequency of preaching by
Muslim clergy on variables related to healthy lifestyles were subtracted from that of
Christian clergy, the negative t values suggest that the Muslim clergy are less likely to
preach on those variable topics pertaining to healthy lifestyle in comparison with that of the
Christian clergy. These differences may be based on theological differences
Results for Frequency of Preaching about HIV/AIDS Misinformation
For this component, two variables showed statistically significant differences between the
Christian and Muslim clergy on their frequency of preaching. The variable suggesting that
church or mosque membership could cure HIV/AIDS (25.7% for Christians, 5.9% for
Muslims) has a negative t value and is statistically significant, showing that Muslim clergy
are less likely to preach on this topic in comparison to Christian clergy. The second variable
of preaching, to stop ARVS and God will heal (12.2% for Christians, 17.6% for Muslims),
has a small positive t value and has a weak statistical significance, suggesting the variations
on frequency of preaching on this variable is more likely to be culturally driven rather than
theologically driven.
Results for Frequency of Preaching to Encourage Marital Fidelity
The frequency of preaching on marital fidelity (75.7% for Christians, 82.4% for Muslims)
and that polygamy is a replacement for multiple concurrent sexual partners (16.5 % for
Christians, 51.5% for Muslims) showed statistical significance, but the association is weak
for marital fidelity. Muslim clergy are more likely to preach on these topics in comparison
to that of Christian clergy.
Results for Frequency of Preaching to Encourage Condom Use
There exists a statistically significant difference between the two religious groups (42.4%
for Christians, 9.4% for Muslims) on preaching about condom use. The negative t value
indicates that the Muslim clergy are less likely to preach on this topic in comparison to that
of the Christian clergy.
Research Findings: Pastoral Care through Preaching on Topics Related to HIV/AIDS
This section reviews the research findings to determine whether the investigation achieved
its goal. Also, it analyzes whether there is a “conspiracy of silence” among Zambian clergy.
Finding 1: The data are robust
Data were collected from ordained clergy from five major denominations in Zambia.
Of the 336 surveys, 97.9% were usable. The Kaiser-Mayer-Olkin measure
determined that the distribution of values was sufficient for a factor analysis. The
results of this attempt at surveying church clergy were surprisingly robust; there is
ample evidence to show that a base-line database of 336 respondents from around the
country was achieved.
Finding 2: The “conspiracy of silence” may be a myth
Prior to 2005 a “conspiracy of silence” probably existed. As Banda suggested, no
pastor wanted to preach about sexual matters (personal communication with first
author, June, 2005). Marshall and Taylor (2006) also report that most respondents
believed that it was inappropriate for pastors to speak about sex. However, the
cultural view may be changing. This research shows that Pastors and Imams preach
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about HIV/AIDS to protect their members. Negoma-Simengwa (2010) noted that
HIV/AIDS changed the Zambian culture.
The respondents, a variety of clergy from various denominations and locations
throughout Zambia, were willing to preach on difficult cultural issues identified in
Principal Component One, encouraging a healthy lifestyle. Over 60% of the
respondents preached frequently on 6 of the 7 variables in Principal Component One.
With the exception of preaching to encourage monogamy, clergy preached
frequently (above 50%) on all of the variables associated with Principal Component
One, healthy lifestyles–encouraging sexual abstinence, marital fidelity, monogamy,
voluntary counseling and testing and HIV prevention; eliminating violence against
women; reducing child marriages; and reducing HIV stigma. Many of these
preaching topics run against cultural norms, particularly in regard to treatment of
sexual relationships; however, the respondents were willing to preach frequently on
them.
Clergy are more likely to preach on HIV issues that are part of the education
encouraged by PEPFAR. They are much less likely to preach about unhealthy
practices such as cures that have come from joining a church or mosque or
encouraging members to stop taking ARTs. This research shows the pandemic has
opened the “conspiracy of silence” regarding HIV/AIDS.
Finding 3: Religion, rather than culture, may cause more unity among clergy
The respondents may have more preaching differences based on theology or religion
than culture. Ten of the 12 preaching topics showed statistically significant
preaching variations among the clergy. An examination of the percentages of clergy
preaching frequently on the topics overall shows that although Muslims were less
likely to preach on HIV/AIDS topics than Christians, they also preached often on
these topics.

Table 4. t-test variables Comparing Mean Scores for Christians and Muslims
Category / Preaching Variable
T
Sig. t
n=Christians

n=Muslims

Healthy Lifestyle
Preach to encourage monogamy
Preach to encourage VCT
Preach to eliminate violence
against women
Preach to eliminate child marriage
Preach to reduce HIV/AIDS stigma
Preach equating HIV transmission
with murder
Preach
encouraging
HIV
prevention
Preaching
about
HIV/AIDS
Misinformation

.144
-2.162

.705
.000****

283
288

33
34

-1.288

.020*

287

-1.667
-3.093

.004***
.000****

288
289

34
34

0.447

.293

265

34

-4.544

.000****

292

34

34
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Preach
that
church/mosque
-2.584
.000****
269
34
membership heals HIV
Preach to stop ARVS and let God
0.899
.090*
271
34
heal
Preaching to Encourage Marital
Fidelity
Preach encouraging marital fidelity
0.861
.059*
259
34
Preach encouraging Polygamy as a
4.860
.000****
260
33
replacement for MCSPS
Preaching to encourage condom
use
Preach to encourage condom use
-3.693
.000****
276
31
Source of Raw Data: The 2011 Zambian Religious Leader’s Survey.
Statistical Significance Levels: * =.10 level; **= .05 level; ***= .01 level; ****= .000 level

Study Limitations
This study has two shortcomings that limit generalizability to other settings. First, most of
the Christian clergy were from mainstream denominations. It is clear from the literature
review that Charismatic Pastors and congregations have different opinions about HIV/AIDS
than mainstream Christians.
Thus, respondents’ preaching activities may not be
generalizable to other denominations, particularly those who believe that their members are
not infected with HIV/AIDS (Marshall and Taylor 2006).
Second, only 30 Imams were surveyed for this study, which is a relatively a much
smaller sample than the number of Christian Pastors. However, there are not very many
Imams in Zambia. These Muslim respondents came from two of the most populous cities in
Zambia or nearby rural communities. There are other Imams primarily located in small
communities in the Copperbelt or Eastern Provinces. Because of poor road conditions and
their location in small, rural towns, these Imams would be difficult to survey. However,
even with the small number of Imams surveyed, there are no published studies reporting
surveys or interviews with Imams about HIV/AIDS, which makes this a unique study.
There were other problems with the conduct of the research that need to be addressed
in the future. First, the CCAP respondents were pressed for time to complete the surveys
compared to the other denominations and were more likely to leave more questions
unanswered. Sufficient time is needed to complete the surveys and to ensure that all
questions are answered. Second, a “don’t know” designation for the preaching topics should
be included. This addition may make the survey answers easier for respondents to
understand. Third, expand the database to include Catholic and more charismatic clergy.
The Roman Catholic Church is one of the largest denominations in Zambia and holds
political influence. In light of the similarities between these denominations, their addition
probably would not change the results found. However, their inclusion would give more
diversity and stability among denominations and would give a more expansive picture of the
topic. Also, the literature suggests that charismatic congregations have different opinions
about HIV/AIDS than mainstream congregations. More surveys from these pastors might
emphasize that fact. Last, research including the Islamic Council of Zambia to reach rural
Imams in the Copperbelt and Eastern Provinces would expand the number of Imams
surveyed.
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Recommendations for Religious Denominations
The following recommendations are based upon the findings of our research:
Recommendation 1: As clergy of both religions take on greater health education
roles, they should strive to reduce the tendency to preach misinformation. After all,
12.5% of the variance was attributed to preaching misinformation. If denominations
could present HIV/AIDS educational workshops at synod meetings or focus groups,
this might dispel misinformation.
Recommendation 2: Clergy need to resolve the “disconnects” of the PEPFAR ABC
program. One of the topics related to PEPFAR, preaching on abstinence, fell out of
the model, suggesting that Muslims and Christians have similar cultural values on the
topic. The big difference found is preaching on condom use, 42.4% Christians and
9.4% for Muslims. If church and mosque members do not practice abstinence and
faithfulness, condoms should be promoted to prevent new cases of HIV.
Recommendation 3: Eradicate stigma in churches and mosques because it hinders
voluntary counseling, testing (VCT), and treatment. Christians were more likely to
frequently preach against stigma (82.0%) than Muslims (64.7%). The Islamic
Council of Zambia can encourage Imams to preach more frequently on the topic.
Conclusion
The 2010/11 Zambian Church Leader’s Survey is a first attempt to determine if church and
mosque leaders are speaking out about HIV/AIDS in Zambia. As such, it provides pathbreaking data that debunks the “conspiracy of silence” theory for Christian and Muslim
preachers. These respondents frequently preach on HIV/AIDS topics and address the
difficult topics of polygamy, adultery, promiscuity, violence against women, and stigma.
Two issues are problematic within the denominations. First, a few clergy are
preaching misinformation that can be harmful to people with HIV/AIDS. As leaders take on
more educational roles, they need to know the facts about HIV/AIDS (USAID 2010).
Second, Zambian men claim that their promiscuous sexual behavior is their tradition
(2010). However, that tradition is killing Zambians. The high rate of HIV/AIDS infections
in Zambia indicates that many men who are sitting in church pews or mosques are not
listening to the message from their Pastors or Imams. This problem is cross-denominational
and is indicative of its cultural entrenchment in Zambia.
The message is clear: HIV/AIDS cannot be halted without behavior change by
people with HIV/AIDS, and that message best comes from clergy who are well respected
leaders in their communities. HIV/AIDS can only be stopped when those with HIV consider
the importance of protecting their sexual partners from infection. Sexual responsibility must
become the next frontier for the church because, without behavior change, sub-Saharan
countries like Zambia are doomed to remain on the HIV/AIDS roller coaster, where the
social fabric of the country is woven by disease and sewn with pain and sorrow. Clergy can
help ameliorate this problem.
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